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State-Specific Prevalence of Obesity Among Adults — United States, 2005 


Obesity, one of the 10 leading U.S. health indicators (7), is 
associated with increased risk for hypertension, dyslipidemia, 
type 2 diabetes, coronary heart disease, stroke, and certain 
cancers (2). A Healthy People 2010 objective is to reduce to 
15% the prevalence of obesity among adults in the United 
States (objective 19-2) (7). Both national-level data from the 
National Health and Nutrition Examination Survey 
(NHANES) (3) and state-level data from the Behavioral Risk 
Factor Surveillance System (BRFSS) (4) indicate that the preva- 
lence of obesity among adults continued to increase during 
the past decade. In 2003, one study estimated that state- 
specific, obesity-attributable medical expenditures ranged from 
$87 million in Wyoming to $7.7 billion in California (5). To 
assess the prevalence of obesity among adults by state and 
demographic characteristics since 1995, data were analyzed 
from the 1995, 2000, and 2005 BRFSS surveys. The results 
of these analyses indicated that 23.9% of U.S. adults were 
obese in 2005, and the prevalence of obesity increased during 
1995-2005 in all states. To reverse this trend, a sustained and 
effective public health response is needed, including surveil- 
lance, research, policies, and programs directed at improving 
environmental factors, increasing awareness, and changing 
behaviors to increase physical activity and decrease calorie 
intake. 

BRFSS data are used to track the prevalence of chronic dis- 
ease risk factors and monitor progress toward state-specific 
health objectives. BRFSS is an ongoing, state-based, random- 
digit—dialed telephone survey of the noninstitutionalized, U.S. 
civilian population aged >18 years. BRFSS data files are 
weighted to the respondent's probability of being selected and 
to the age-, race-, and sex-specific populations from the 


annually adjusted census for each state. In 2005, response rates” 





* The percentage of persons who completed interviews among all eligible persé 


| | 
including those who were not successfully contacted. 


among states ranged from 34.6% to 67.4% (median: 51.1%), 
based on Council of American Survey and Research Organi- 
zations (CASRO) guidelines. Cooperation rates’ ranged from 
58.7% to 85.3% (median: 75.1%). In 1995 and 2000, 
median CASRO response rates were 68.4% and 48.9%, and 
median cooperation rates were 71.3% and 53.2%, respectively. 

Self-reported weight and height were used to calculate body 
mass index (BMI) (weight [kg] / height [m?]). Overweight 
was classified as BMI >25.0, obesity as BMI >30.0, and 
extreme (class III) obesity as BMI >40.0 kg/m?. lo be consis- 
tent with previous analyses (4), data were excluded if a 
respondent's weight was >500 Ibs or height was >7.0 ft. 

In 2005, among the total U.S. adult population surveyed, 


23.9% were obese, and 3.0% were 


60.5% were overweight, 
extremely obese. Obesity prevalence was 24.2% among men 
and 23.5% among women and ranged from 17.7% among 
adults aged 18-29 years to 29.5% among adults aged 50-59 
years (Table). Among racial/ethnic populations, the greatest 
obesity prevalence was 33.9% for non-Hispanic blacks. Over- 
all, age-adjusted obesity rates were 15.6%, 19.8%, and 23.7% 


for the 1995, 2000, and 2005 surveys, respectively. 





Che percentage of persons who completed interviews among all eligible persons 


who were contacted 
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Among states in 2005, obesity prevalences ranged from 
17.4% to 30.3%, and prevalence of extreme obesity ranged 
from 1.8% to 5.3%. During 1995-2005, obesity prevalence 
increased significantly (p<0.01) in all states. During 1995 
2000, the number of states with obesity prevalence <20% 
declined from 50 states to 28 states (Figure). In 2005, four 
states (Colorado, Connecticut, Hawaii, and Vermont) still had 
obesity prevalences <20%, but 17 states had prevalences >25%, 
including three (Louisiana, Mississippi, and West Virginia) 
with prevalences >30% (Figure). 

Reported by: HM Blanck, PhD, WH Dietz, MD, PhD, DA Galuska 
PhD, C Gillespie, MS, R Hamre, MPH, L Kettel Khan, PhD 
MK Serdula, MD, Div of Nutrition and Physical Activity; ES 
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MD, WS Garvin, AH M d, PhD, Div of Adult and Communit 


Health, National Center for Chronic Disease Prevention and H 
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Promotion: D Densmore, PhD, EIS Officer, CD( 


Editorial Note: The findings in this report indicate that state 
level prevalences of obesity in adults, based on self-reported 
weight and height, increased significantly during 1995-2005 
moving states farther away from the Healthy People 2010 tat 
get of 15% prevalence of obesity. \ccording to the surgeon 


. oll + -_ ‘ ot j " odiaiaai — 
general's Call to Action to Prevent and Decrease Overweight and 


Obesity (6), for obesity prevention and control to be success 


; 
ful, changes that promote recognition of obesity as a public 


health threat and assist persons in balancing healthful eating 


with regular physical activity must be made at multiple levels 

i.e., individual, family, community, state, and nation) and 
ieee ; 

across multiple sectors (i.e., education, government, and busi 


tT} P 
ness). [he Task Force on Community Preventive Services has 


> 1 ] | ] 
identified evidence based strategies to reduce weight and 


gr 
increase physical activity. For example, seven worksite intet 


ventions with both nutrition and physical activity components 


e.g., nutrition education, physical activity “prescription,” anc 


1 1°] j 
behavioral skills development and training) were effective 


resulting in average weight losses of 4.4-26.4 lbs during 


a 
minimum 6-month period (7). In addition, the Guide to 
Preventive Community Services’ recommends informational, 
behavioral, social, environmental, and policy approaches to 
increase physical activity, including school-based physical 
education and creation of, or enhanced access to, locales for 
physical activity in the community. 

Che findings in this report are subject to at least two limita 
tions. First, BRFSS data rely on self-reported weight and 
height. Study participants, especially in telephone surveys, tend 
to underreport their weight, overreport their height, or both, 
leading to underestimation of obesity prevalence (8). Accord 
ing to NHANES, for which measured weight and height ar 


Alt 
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TABLE. Percentage of adults aged >18 years who were obese,* by demographic characteristcs — Behavioral Risk Factor Surveillance 
System, United States, 1995, 2000, and 2005 


1995 (n = 110,252) 
Characteristc % 


Total 15.3 
Men 15.6 
Women 14.9 

Age group (yrs) 

18-29 10.2 
30-39 14.3 
40-49 17.9 
50-59 21.6 
60-69 19.4 

>70 12.2 

Race/Ethnicity 
Non-Hispanic white 14 
Non-Hispanic black 22 
Hispanics 16.8 
Other 9.7 





2000 (n = 172,157) 
(99% Clit) % 
(14.8-15.7) 19.8 
(14.8-16.4) 20.2 
(14.3-15.5) 19.4 


2005 (n = 333,730) 
(99% Cl) % (99% Cl) 
(19.4—20.2) 23.9 (23.5-24.2) 
(19.5-20.9) 24 (23.6-24.8) 
(18.8-19.9) 23.5 (23.1-24.0) 














(9.3-11.1) 13.5 
(13.4—15.3) 20.2 
(16.7-19.0) 22.9 
(19.6—23.5) 25.6 
(18.0—20.8) 22.9 
(11.1-13.2) 18.5 


(12.7-14.4) 17 
(19.2—21.1) 24 
(21.8-23.9) 2 
(24.4—26.8) 
(21.6-24.2) 
(14.4—16.5) 


(16.7-—18.7) 
(23.5-25.3) 
(25.6—27.3) 
(28.6-—30.4) 
(27.1-29.0) 
(17.5-19.1) 


(13.9-15.0) 18.5 

(21.1-24.3) 29.3 

(14.5-19.0) 23.4 (21.5-25.4) 26.5 (24.9-28.1) 
(7.6—11.8) 12.0 (10.3—13.8) 16.0 (14.4—17.6) 

* Persons with a body mass index (BMI) of >30.0; self-reported weight and height were used to calculate BMI (weight [kg] / height [m*}) 

. Confidence interval 

"Might be of any race 


(18.0—18.9) 
(27.8-—30.8) 33.9 


(22.2—23.0) 
(32.5-35.2) 





used for an adult sample aged >20 years, the prevalence of 


obesity among U.S. adults overall was 32.2% during 2003- 


2004 (3), approximately one third greater than the 23.9% 
prevalence reported in the 2005 BRFSS survey. Second, per- 
sons who use only cellular telephones or are without land-line 
telephones are not included in BRFSS surveys. Persons with 
no telephone might be of lower socioeconomic status (9), a 
factor associated with obesity (/0); exclusion of these persons 
might result in underreporting of obesity prevalence. 
Multiple CDC programs address prevention of obesity 
through nutrition and physical activity. Specifically, CDC’s 
Nutrition and Physical Activity Program to Prevent Obesity 
and Other Chronic Diseases works collaboratively with state 
health departments to implement and evaluate interventions 
to increase physical activity and improve nutrition. The Steps 
to a HealthierUS program established by the U.S. Depart- 
ment of Health and Human Services in 2003 and overseen by 


CDC provides funding to 40 communities nationwide to use 


evidence-based strategies to prevent and reduce the burden of 


obesity. CDC’s Coordinated School Health Program works 
through state education and health agencies to improve nu- 
trition and increase physical activity in schools. 

The continued increase in obesity prevalence underscores 
the need for additional measures to educate and motivate per- 
sons to make healthier choices and to establish social and physi- 
cal environments that support those choices. To reduce obesity 
in the United States, an effective public health response will 
require a robust combination of policies, programs, and sup- 
portive environments created through the combined activi- 


ties of health-care agencies, government, media, business and 


industry, communities, schools, families, and individuals. In 


addition, monitoring and evaluation systems are needed to 


ensure effectiveness of both new and existing interventions 


and to validate their widening use. 
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FIGURE. Percentage of adults aged >18 years who were 
obese,* by state — Behavioral Risk Factor Surveillance 


3. Ezzati M, Martin H, Skjold S$, Vander Hoorn S, Murray CJ. Trends in 


national and state-level obesity in the USA after correction for self 


System, United States, 1995, 2000, and 2005 
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National, State, and Urban Area 
Vaccination Coverage Among 
Children Aged 19-35 Months — 
United States, 2005 


The National Immunization Survey (NIS) provides vacci- 
nation coverage estimates among children aged 19-35 months 
for each of the 50 states and selected urban areas.* Findings 
from the 2005 NIS’ include nationwide increases in coverage 
with >3 and >4 doses of pneumococcal conjugate vaccine 
(PCV) and continued high levels of coverage for the other 


recommended vaccines and vaccine series. In addition, no 





racial/ethnic disparities in coverage estimates were observed 
in the 4:3:1:3:3:1 vaccine series, the recommended series for 
children aged 19-35 months that includes DTP/DT/I TaP;$ 
poliovirus vaccine; measles, mumps, and rubella vaccine 
(MMR); Haemophilus influenzae type b vaccine; hepatitis B 
vaccine; and varicella vaccine. An important accomplishment 
indicated by the 2005 NIS data is the achievement of >50% 


coverage for the full series of PCV (>4 doses) and >80% cov- 





erage for >3 doses within 5 years after being added to the 


U.S.-recommended childhood immunization schedule in 





* The 28 are ly sampled for the 2005 NIS included 23 oversampled in 


previous s (Jetterson yunty, Alabama; Maricopa County, Arizona; Los 
Angeles County 1 t of Columbia; Duval County, Florida 
Fulton and Dekalb counties orgia; Chicago, Illinois; Orleans Parish 
Louisiana; Baltimore, Maryland; Detroit, Michigan; Newark, New Jersey; New 
York New York ( 
Pennsylvania; Davidson and Shelby counties, Tennessee; Bexar, Dallas, and El 
King County, Washington; and Milwaukee 


. “th : 
County, Wisconsin), and five areas oversampled for the first time (Alameda 


n counties, Ohio; Philadelphia Count 


Paso counties, and Houstor 


ind San Bernardino ties, California; Denver-Tri County, Colorado 


consisting of Adams, Arapahoe, Denver, and Douglas counties; St. Louis City 


15-19 


ind County, Missouri; and Clark Country, Nevada). Although Orleans Parish 


Louisiana, was initially oversampled in 2005, estimates are not available because 


4 20-24 of interruptions 1n te 


locating providers in the aftermath of Hurricane Katrina. 


movement of the population ind difticulty 


During the 2005 rey 


2002—July 2004 


a riod, NIS included children born during February 


+ doses of diphtheri toxoids and pertussis vaccines, diphtheria 


>30 ind tetanus toxoids vacci 1C ) aipli theria ind tetanus toxoids vaccine ind any 

cellular pertussis vaccine (DTP/DT/DTaP 

1 dose of MMR vaccine 3 doses 
| 


3 doses of hepatitis 


»3 doses of poliovirus vaccine 








ot Haemophilus influenzae type b vaccine 





i ' 1 dose of varicella vaccine 
Persons with a body mass index (BMI) of >30.0; self-reported weight and 


“ir ~~ 4 ; Diphtheria and tetanus 
height were used to calculate BMI (weight [kg] / height [m"]) 


ind pertussis vaccines, diphtheria and tetanus 
toxoids vaccine, OF ind tetanus toxoids vaccine and any acellu 


pertussis vaccine 
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2000. This occurred despite shortages of this vaccine during As in previous years, estimated vaccination coverage levels 
2001-2004, which might have affected accessibility to PCV. varied substantially among states (Table 2). Estimated cover- 

To collect vaccination data for age-eligible children, NIS age with the 4:3:1:3:3:1 vaccine series ranged from 90.7% 
uses a quarterly random-digit—dialed sample of telephone (95% confidence interval [CI] = +3.8) in Massachusetts to 
numbers for each survey area. NIS methodology, including 62.9% (CI = +8.1) in Vermont. Coverage also varied substan- 
the weighting of responses to represent the entire population tially among the 27 urban areas. The highest estimated cover- 
of children aged 19-35 months, has been described previ- age among the urban areas for the 4:3:1:3:3:1 series was 84.5% 
ously (7). During 2005, the household survey response rate (CI = +6.0) for gic County, Alabama, and the lowest 
(2) was 65.1%; health-care provider vaccination records were was 58.8% (CI = +7.9) for Clark County, Nevada. 


obtained for 17,563 children (63.6%) for whom household In 2005, coverage estimates for the 4:3:1:3:3:1 vaccine 


interviews were completed. series did not vary significantly by race/ethnicity** among chil- 

National vaccination coverage estimates increased from 2004 dren aged 19-35 months, ranging from 79.5% (CI = +4.2) 
to 2005 for PCV (Table 1), from 73.2% to 82.8% for >3 for children of multiple races, 77.1% (CI = +6. “pe for Asians, 
doses and from 43.4% to 53.7% for >4 doses. Coverage for 76.3% (CI = +3.0) for blacks, 76.0% (CI = +1.4) for whites, 


>1 dose of MMR vaccine decreased from 93.0% to 91.5%. and 75.6% (CI = +2.6) for nat hb 2002-2004, 


Coverage estimates for all other vaccines and vaccine series in coverage for the 4:3:1:3:3:1 vaccine series was lower among 
2005 were not significantly different (by ¢ test) from 2004 black compared with white children (Figure). 
estimates. 





* For this report, persons identified as white, black, Asian, or multiple race are 


all non-Hispanic. Persons identified as Hispanic might be of any race. 


TABLE 1. Estimated vaccination coverage among children aged 19-35 months, by selected vaccines and dosages — 
Nationa! Immunization Survey, United States, 2001-2005 


2001* 2002" 20038 2004" 2005** 

Vaccine/Dosage (95% Cli'*) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 
DTP/DT/DTaP§$§ 

>3 doses (+0.5) 94.9 

>4 doses (+0.8) 81.6 
Poliovirus 9 (+0.7) 90.2 
Hib" >3 doses (+0.6) 93.1 
MMR*** >1 dose ¢ (+0.6) 91.6 
Hepatitis B >3 doses (+0.7) 89.9 
Varicella >1 dose (+0.8) 
Pcyttt 

>3 doses 

>4 doses 
Combined series 

4:3:1888 78.6 . 5 . : (+0.9) (+1.0) 

4:3:1:399 77.2 (+ (+1.0) 2 (+0.9) (+1.0) 

sxi3s 73.7 (+0 7 +1.0) ¢ : (+0.9) (+1.0) 

4:3:1:3:3:1T1TT 61.3 +1.0) . 72. +1.0) (+1.0) (+1.1) 


Born during February 1998—May 2000 
Born during February 1999—May 2001 
Born during February 2000—May 2002. 
Born during February 2001—May 2003 
Born during February 2002—July 2004 
Confidence interval 
Diphtheria and tetanus toxoids and pertussis vaccines, diphtheria and tetanus toxoids vaccine, or diphtheria and tetanus toxoids vaccine and any 
acellular pertussis vaccine. 
Haemophilus influenzae type b (Hib) vaccine 
Measles, mumps, and rubella vaccine 
TT Pneumococcal conjugate vaccine 
>4 doses of DTP/DT/DTaP, >3 doses of poliovirus vaccine, and >1 dose of any measles-containing vaccine 
4:3:1 plus >3 doses of Hib vaccine 
*** 4:3:1:3 plus >3 doses of hepatitis B vaccine 
TTT 4:3:1:3:3 plus >1 dose of varicella vaccine 











96.0 (+0.5) 95.9 (+0.5) 96.1 (+0.5) 
84.8 (+0.8) 85.5 (+0.8) 85.7 (+0.9) 
91.6 (+0.7) 91.6 (+0.7) 91.7 (+0.7) 
93.9 (+0.6) : (+0.6) 93.9 (+0.6) 
93.0 (+0.6) 93.0 (+0.6) 91.5 (+0.7) 
92.4 (+0.6) (+0.6) 92.9 (+0.6) 
84.8 (+0.7) 87.9 (+0.8) 


oOoCOoOoCCO 
SII3I32=2 


# H+ HH HH OH OE 


+ 
at 
oh 


68.1 (+1.0) y (+1.0) 
) (+1.1) z (+1.3) 
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TABLE 2. Estimated vaccination coverage levels with 4:3:1,* 4:3:1:3,t 4:3:1:3:3,8 and 4:3:1:3:3:11 series among children 
aged 19-35 months, by state and selected urban areas — National Immunization Survey, United States, 2005 
4:3:1 4:3:1:3 4:3:1:3:3 4:3:1:3:3:1 
State/Area % (95% Ci**) Y (95% Cl) % (95% Cl) % (95% Cl) 
United States 83.1 (+1.0) (+1.0) 80.8 (+1.0) 76.1 (+1.1) 
Alabama 86.0 (+4.9) (+5.0) 83.3 (+5.2) 81.7 (+5.5) 
Jefferson County 89.3 (+5.0) (+5.3) 85.5 (+5.9) 84.5 (+6.0) 
Rest of state 85.4 (+5.8) (+5.8) 82.9 (+6.1) 81.2 (+6.4) 
Alaska 80.3 (+6.3) (+6.6) 75.4 (+6.8) 68.1 (+7.4) 
Arizona 81.5 (+4.6) (+4.7) 79.2 (+4.9) 74.9 (+5.1) 
Maricopa County 81.8 (+6.2) (+6.3) 79.8 (+6.5) 76.4 (+6.7) 
Rest of state 80.8 (+6.5) (+6.5) 78.2 (+7.0) 72.0 (+7.5) 
Arkansas 70.3 (+9.0) (+9.0) 67.8 (+9.0) 64.2 (+9.2) 
California 80.5 (+4.3) (+4.3) 77.9 (+4.4) 74.0 (+4.8) 
Alameda County 77 (+8.2) (+8.2) 74.0 (+8.5) 71.1 (+8.7) 
Los Angeles County 82.9 (+5.4) (+5.6) 79.0 (+5.8) 779 (+5.9) 
San Bernardino County 72.1 (+7.2) 6 (+7.9) 67.7 (+7.9) 62.8 (+8.1) 
Rest of state 80.3 (+6.4) (+6.4) 78.5 (+6.6) 73.4 (+7.1) 
Colorado 85.1 (+4.3) (+4.3) 83.4 (+4.4) 78.6 (+5.1) 
Denver 85.6 (+6.4) 84.9 (+6.5) 83.8 (+6.6) . (+7.5) 
Rest of state 84.7 (+5.8) 83.9 (+5.8) 83.2 (+5.9) (+6.9) 
Connecticut 89. (+4.9) 89.4 (+4.9) 86.1 (+5.4) (+6.1) 
Delaware 86.7 (+6.3) 86.7 (+6.3) 84.2 (+6.6) ; (+7.2) 
District of Columbia 81 (+5.6) 78.0 (+6.3) 73.5 (+6.6) (+6.6) 
Florida 81.5 (+5.6) 81.2 (+5.6) 79.3 (+5.9) (+6.0) 
Duval County : (+6.3) 78.4 (+6.3) (+6.3) (+6.4) 
Rest of state 81 (+6.0) 81.4 (+6.0) (+6.3) (+6.3) 
Georgia 86 (+4.2) 85.9 (+4.2) (+4.3) (+4.5) 
Fulton and DeKalb counties 76.2 (+8.7) 76.0 (+8.7) (+8.8) (+9.1) 
Rest of state 88.4 (+4.7) 88.1 (+4.7) (+4.9) (+5.1) 
Hawaii 81 (+6.4) 81.1 (+6.4) (+6.5) (+6.7) 
Idaho 79.3 (+5.6) 79.3 (+5.6) (+5.8) (+6.5) 
Illinois 84.5 5.6) 84.8 (+5.6) (+5.7) (+6.5) 
City of Chicago 79.9 5.0) 79.4 (+6.0) (+6.4) (+7.0) 
Rest of state 86.7 7.4 86.7 (+7.4) 4 (+7.4) (+8.5) 
ndiana 78.¢ ( 78.5 (+8.0) (+8.1) (+8.6) 
wa § 84.9 (+5.7) (+5.7) (+7.1) 
Kansé 87.5 + 86.2 (+4.7) (+5.0) (+6.7) 
Kentucky 84.8 82.9 (+6.8) (+7.1) (+8.1) 
Louisiana 78.2 ‘ 77.1 (+4.4) (+4.4) (+4.5) 
Maine 88 (+5.( 88.0 (+5.1) : (+6.0) . (+6.7) 
Maryland 84.3 (+5.5 84.2 (+5.5) (+5.7) (+6.1) 
City of Baltimore 80 6.9) 80.1 (+6.9) (+7.0) (+7.1) 
Rest of state 84 E 84.8 (+6.2) (+6.4) (+6.9) 
Massachusetts 95.6 y 95.4 (+2.7) (+3.3) (+3.8) 
Michigan 84.5 é 84.2 (44.7) 82.7 (+4.8) (+5.0) 
City of Detroit 75.8 (+8.4 73.8 (+8.7) 73.1 (+8.7) (+8.9) 
Rest of state 85 5.2 85.4 (+5.2) 83.9 (+5.3) (+5.5) 
Minnesota 88.4 = 85.5 (+5.7) (+5.7) (+6.4) 


Mississippi 85 5.1 84.4 (+5.2) 83.6 (+5.3) 7 (+5.8) 
Missouri 82.2 (+4.3 80.9 (+4.6) 79.3 (+4.7) 73.1 (+5.2) 
St. Louis Coun yoftsS 83 ( ) 83.7 (+5.7) 79.2 (+6.3) 73.6 (+6.8) 
Rest of state 81.7 (+5.< 80.1 (+5.7) 79.4 (+5.8) 73.0 (+6.3) 
Montana 84.1 (+5.4) 83.1 (+5.5) 79.6 (+6.1) 65.4 (+6.9) 
Nebraska 91.0 (+4.1) 89.8 (+4.4) 89.1 (+4.5) 83.9 (+5.2) 
Nevada 71.3 (+5.9) 71.1 (+5.9) 66.7 (+6.0) 63.2 (+6.1) 
Clark County 68.5 (+7.6) 68.5 (+7.6) 63.1 (+7.7) 58.8 (+7.9) 
Rest of state 78.9 (+7.4) 78.4 (+7.4) 76.9 (+7.5) 75.8 (+7.5) 
New Hampshire 85.0 (+5.1) 85.0 (+5.1) 82.8 (+5.7) 77.1 (+6.1) 























* 54 doses of diphtheria and tetanus toxoids and pertussis vaccines, diphtheria and tetanus toxoids vaccine, or diphtheria and tetanus toxoids vaccine and 
any acellular pertussis vaccine (DTP/DT/DTaP); >3 doses of poliovirus vaccine; and >1 dose of any measies-containing vaccine 
' 4:3:1 plus >3 doses of Haemophilus influenzae type b vaccine 
4:3:1:3 plus >3 doses of hepatitis B vaccine 
1 4:3:1:3:3 plus >1 dose of varicella vaccine 
* Confidence interval 
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TABLE 2. (Continued) Estimated vaccination coverage levels with 4:3:1,* 4:3:1:3,1 4:3:1:3:3,8 and 4:3:1:3:3:11 series among 
children aged 19-35 months, by state and selected urban areas — National Immunization Survey, United States, 2005 

4:3:1 4:3:1:3 4:3:1:3:3 4:3:1:3:3:1 
State/Area % (95% Ci**) / (95% Cl) % (95% Cl) Y (95% Cl) 














/o 
New Jersey 79.3 (+5.8) (+5.9) 78.2 (+5.9) 72.4 (+6.4) 
City of Newark 78.2 (+6.2) (+6.3) 75.0 (+6.6) 67.4 (+7.1) 
Rest of state 79.4 (+6.1) (+6.1) 78.4 (+6.1) 72.6 (+6.7) 
New Mexico 81.5 (+6.3) 9. (+6.5) 78.4 (+6.7) 74.6 (+7.0) 
New York 85.0 (+4.0) (+4.1) 81.6 (+4.3) 74.4 (+4.7) 
City of New York 83.2 (+6.4) (+6.7) 78.1 (+7.0) 70.5 (+7.4) 
Rest of state 86.7 (+4.8) (+4.9) (+5.0) 78.1 (+5.9) 
North Carolina 89.1 (+4.8) (+4.8) (+5.4) 81.6 (+5.8) 
North Dakota 86.6 (+4.5) (+4.5) (+4.7) 78.7 (+5.4) 
Ohio 85.4 (+4.4) (+4.4) (+4.5) 7.7 (+5.1) 
Cuyahoga County 88.0 (+4.6) (+4.9) (+5.3) 77.4 (+6.3) 
Franklin County 87.0 (+6.1) (+6.1) (+6.2) 80.5 (+7.1) 
Rest of state 84.8 (+5.6) (+5.6) (+5.7) 77.3 (+6.4) 
Oklahoma 77.3 (+5.9) (+5.9) (+6.0) 72.3 (+6.2) 
Oregon 76.1 (+6.7) (+6.7) (+7.1) 65.3 (+7.4) 
Pennsylvania 84.5 (+5.2) < (+5.2) (+5.2) 77.3 (+5.8) 
Philadelphia County 85.0 (+5.6) (+6.5) (+6.5) 77.0 (+6.6) 
Rest of state 84.4 (+6.0) (+6.1) (+6.1) 77.3 (+6.7) 
Rhode Island 85.7 (+4.6) 3 (+4.8) : (+4.9) 80.1 (+5.3) 
South Carolina 79.2 (+6.6) (+6.6) (+6.6) 75.6 (+6.8) 
South Dakota 88.4 (+4.5) (+4.5) (+4.7) 79.5 (+5.8) 
Tennessee 84.4 (+4.0) 83.8 (+4.1) (+4.2) 80.0 (+4.5) 
Davidson County 86.6 (+6.1) (+6.1) (+6.1) 81.3 (+6.9) 
Shelby County 76.4 (+7.6) 76.2 (+7.6) (+7.6) 74.1 (+7.6) 
Rest of state 86.1 (+5.2) 85.3 (+5.4) (+5.6) 81.4 (+6.0) 
Texas 81.5 (+3.7) 80.8 (+3.7) (+3.9) 76.8 (+4.0) 
Bexar County 78.7 (+7.2) 77.4 (+7.3) (+7.5) 71.3 (+7.7) 
City of Houston 80.6 (+5.9) 80.3 (+5.9) (+6.1) 76.6 (+6.1) 
Dallas County 78.7 (+7.2) 77.3 (+7.4) (+7.8) 72.8 (+7.9) 
El Paso County 76.2 (+6.0) 76.2 (+6.0) (+6.4) 69.2 (+6.4) 
Rest of state 82.7 (+5.2) 82.1 (+5.3) (+5.7) 78.5 (+5.8) 
Utah (2. (+8.4) 75.7 (+8.4) 7 (+8.5) 68.1 (+8.8) 
Vermont 83.4 (+6.2) 83.4 (+6.2) 5 (+6.4) 62.9 (+8.1) 
Virginia 86.0 (+5.8) 85.8 (+5.8) (+5.8) 81.7 (+6.1) 
Washington 81.2 (+5.0) 81.2 (+5.0) 77 (+5.2) 66.3 (+5.9) 
King County 84.0 (+7.2) 84.0 (+7.2) (+7.8) 68.7 (+8.3) 
Rest of state 80.1 (+6.4) 80.1 (+6.4) (+6.5) 65.4 (+7.5) 
West Virginia 78.8 (+6.6) 78.2 (+6.7) (+7.1) 67.5 (+7.8) 
Wisconsin 85.6 (+4.4) 85.0 (+4.5) (+5.1) at (+5.5) 
Milwaukee County 80.6 (+8.6) 79.7 (+8.6) (+8.6) 73.6 (+9.0) 
Rest of state 86.9 (+5.1) 86.4 (+5.2) (+6.0) 78.1 (+6.6) 
Wyoming 80.7 (+5.9) 80.5 (+5.9) 78.6 (+6.1) 66.9 (+7.2) 








In 2005, estimated coverage varied significantly by race/ children (50.5% [CI = +2.8]) compared with white children 
ethnicity for three individual vaccines: DTP/DT/DTaP; vari- (57.3% [CI = +1.6]). 
cella vaccine; and PCV. For >4 doses of DTP/DT/DTaP., cov- 


erage was significantly lower for black (84.0% [CI = +2.5]) Immunization Sve Div, National Cente 


Reported by: N Darling, MPH, JA Singleton, MS, J Santoli, MD, 
for Immunization and 
and Hispanic (83.6% [CI = +2.3]) children compared with Respiratory Diseases (proposed), CD( 

white children (87.1% [CI = +1.1]). For >1 dose of varicella Editorial Note: The findings in this report indicate that among 
vaccine, coverage was significantly higher for black ([90.6% 
[CI = +1.8]) and Hispanic (89.2% [CI = +1.7]) children com- 


pared with white children (86.1% [CI = +1.2]). For >3 doses 


U.S. children aged 19-35 months, coverage with the recom- 
mended vaccines in 2005 remained at or near all-time—high 


levels, with substantial increases in PCV coverage. The 2005 
of PCV, coverage was significantly lower for black (79.6% NIS survey cohort included children born during February 


[Cl = +3.1]) compared with white children (83.2% 2002-July 2004; all of these children might have been 


[CI = +1.3]). For >4 doses of PCV, coverage was significantly 


affected by the shortages of PCV during February- 
lower among black (46.2% [CI = +3.8]) and Hispanic 


September 2004, when recommendations to defer the 4th dose 
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FIGURE. Estimated vaccination coverage with the 4:3:1:3:3:1 
vaccine series* among children aged 19-35 months, by 
race/ethnicity and year — National Immunization Survey, 
United States, 2002-2005 
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racial/ethnic disparities in the 4:3:1:3:3 vaccination 


levels for black and Hispanic children com- 

] 1) ) P ’ 

pared with white children (8). Continued monitoring is needed 
| 


tO ac 


termine whether the narrowing gaps In coverage among 


racial/ethnic groups persist. Monitoring the disparities in 


administration of DT P/DT/DTaP. varicella vaccine, and PCV 
will be important, particularly for PCV, which protects against 
a disease with higher incidence among black children. 

The only statistically significant decrease in coverage from 
2004 to 2005 was for >1 dose of MMR. However, this 
decrease was modest, and national MMR coverage has 
remained consistent, ranging from 91% to 93% since 2001. 
The recent outbreak of mumps in the United States under- 
scores the importance of timely administration of the first dose 
of MMR and the need for administration of the second dose 
at ages 4-6 years. Coverage in this age group is assessed by 
state health departments in their evaluation of school entry 
immunization requirements (9). 

The findings in this report are subject to at least three limi- 
tations. First, NIS is a telephone survey; although NIS results 
are weighted to make them representative of all children aged 
19-35 months (e.g., accounting for nonresponse and house- 
holds without telephones), some bias might remain after these 
statistical adjustments. Second, NIS uses provider-verified 
vaccination histories and assumes that coverage among chil- 
dren whose providers did not respond is similar to coverage 
among children whose providers did respond; thus, incom- 
plete reporting might have resulted in underestimates of cov- 
erage. Finally, although national estimates are precise (/), 
annual estimates and trends for states and urban areas should 
be interpreted with caution because of wider confidence 
intervals. 

High vaccination coverage levels should be achieved and 
maintained to reduce the impact of vaccine-preventable dis- 
eases. Routine childhood vaccination with the vaccines 
included in the 4:3:1:3:3:1 series results in net societal savings 
of an estimated $43 billion per annual birth cohort (/0). 
Coverage varied substantially by state, ranging from 63% to 
91% for the 4:3:1:3:3:1 vaccine series, and by race/ethnicity 
for DT/DTP/DTaP, varicella vaccine, and PCV, indicating 
that further progress in increasing coverage is needed in many 
areas. NIS data will continue to be used to monitor vaccina- 
tion status among preschool-aged children for recommended 
vaccines. Future NIS data will be used to assess routine 


rotavirus and hepatitis A vaccination of preschool-aged chil 


dren, recommended in 2006, and use of a measles-mumps- 


rubella-varicella (MMRY) vaccine licensed in 2005. 

In addition to the recently recommended vaccines for pre- 
school-aged children, three vaccines have been recommended 
recently for children aged 1 1—12 years: meningococcal conju- 
gate vaccine (MCV4); tetanus, diphtheria, and acellular per- 
tussis (T'dap) vaccine instead of tetanus and diphtheria toxoids 
vaccine (Td); and human papillomavirus vaccine (HPV). The 
NIS will be expanded during the fourth quarter of 2006 to 


assess coverage for recommended vaccines received among 
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children aged 13-17 years. This enhancement underscores the 
importance of survey systems such as the NIS in monitoring 
new vaccine implementation, which can provide valuable 
information for improving overall vaccination coverage. 
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Public Health Response 
to Varicella Outbreaks — 
United States, 2003-2004 


Since introduction of varicella vaccine in 1995, incidence 
of varicella has decreased as vaccination coverage has increased 
(/,2). Nevertheless, varicella outbreaks continue to occur, even 
among populations with high vaccination coverage (3—5). 
Although varicella typically is mild, the outbreaks can last for 
several months and be challenging and costly for health 
departments to control. In 2005, CDC conducted a national 
survey to determine the distribution and extent of reported 
varicella outbreaks during 2003-2004 and the public health 
response. This report summarizes the results of that survey, 
which indicated that varicella outbreaks are still common and 
that health jurisdictions are responding to these outbreaks, 
although they have varying definitions and guidelines for 


varicella-outbreak management. 


During April-May 2005, a voluntary, Internet-based sur- 
vey was sent by e-mail to 59 CDC immunization program 
grantees:* 50 states and the District of Columbia (DC), five 
cities (Chicago, Illinois; Houston, Texas; New York City, New 
York; Philadelphia, Pennsylvania; and San Antonio, Texas), 
and three U.S. territories (Guam, Puerto Rico, and the U.S. 
Virgin Islands). These health jurisdictions were asked ques- 
tions about varicella outbreaks identified during 2003-2004, 
including local definitions of outbreaks, existence of outbreak 
management guidelines, and outbreak response strategies used. 

Fifty-five (93%) of 59 jurisdictions responded to the sur- 
vey; Alaska, New Mexico, Utah, and the U.S. Virgin Islands 
did not participate. In 2003, 43 (78%) of the 55 jurisdictions 
were notified of at least one varicella outbreak, and 10 (18%) 
were notified of six or more; in 2004, 45 (82%) were notified 
of at least one varicella outbreak, and 13 (24%) were notified 
of six or more. Additional information regarding 190 out- 
breaks that occurred in 2004 was obtained from 24 jurisdic- 
tions. Of the outbreaks reported to these jurisdictions, 67% 
occurred in elementary schools, and 43% included patients 
with a median age of 5—9 years; 64% had <10 cases, 26% had 
1 1—40 cases, and 10% had 41—50 cases. 

When asked whether their health jurisdiction had a formal 
program definition for varicella outbreaks, approximately 70% 
of the 55 responding jurisdictions indicated that they did, 
and the definitions varied (Figure 1). Forty-four percent of 
jurisdictions reported that they had guidelines for managing 
varicella outbreaks. When asked whether their health juris- 
diction responds to an outbreak if notified,” 47 of the 55 
jurisdictions reported that they did. Thirty (55%) of these 
jurisdictions stated that their outbreak response involved both 
local and state health departments, 10 (18%) said that it 
involved the state health department only, and seven (13%) 
said that it involved the local health department only; eight 
jurisdictions did not respond. Among the 47 jurisdictions that 
respond to outbreaks, the most commonly reported criteria 
used to determine whether to respond were the population 


affected (57%), the outbreak setting (68%), and the size of 


the outbreak (68%); the age of patients was a less frequently 
used criterion (40%) (Figure 2). Approximately 35% of juris- 


dictions identified at least one other criterion. 





ts respond 
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FIGURE 1. Percentage of jurisdictions,* by definition used for 
varicella outbreak — United States, 2003-2004 


* Jurisdictions (N = 55) that responded to the survey. States: Alabama, Arizona 
Arkansas, California, Colorado, Connecticut, Delaware, Florida, Georgia, 
Hawaii, Idaho, Illinois, Indiana, lowa, Kansas, Kentucky, Louisiana, Maine 
Maryland, Massachusetts, Michigan, Minnesota, Mississippi, Missouri 
Montana, Nebraska, Nevada, New Hampshire, New Jersey, New York 
North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Pennsylvania 
Rhode Island, South Carolina, South Dakota, Tennessee, Texas, Vermont 
Virginia, Washington, West Virginia, Wisconsin, and Wyoming. Cities and 

ther areas: Chicago, Illinois; Houston, Texas; New York City, New York 
Philadelphia, Pennsylvania: San Antonio, Texas: District of Columbia; Guam 
ind Puerto Rico. California and District of Columbia listed two outbreak 
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Editorial Note: The results of this survey indicate that vari 


ella outbreaks are still common despite increasing vaccina 
rion coverage During 2004, 45 jurisdictions were notified of 
varicella outbreaks, and 18 reported them to CDC. More com 
prehensive information about occurring outbreaks would be 
useful for monitoring the effects of the vaccination program 
ind evaluating vaccination policies 

\pproximately two thirds of jurisdictions have formal, but 
irving, definitions for a varicella outbreak and almost half 
of jurisdictions have existing varicella-outbreak management 
guidelines. Creating a standard definition for varicella 
outbreaks would be useful for monitoring the outbreak trends 
umong jurisdictions, and establishing outbreak management 
guidelines might facilitate a more uniform response, especially 
it the local level, and ensure that critical procedures are not 
overlooked. CDC is working with state and local health 


neh 
departments to develop a standard definition and national 


FIGURE 2. Percentage of jurisdictions* that respond to 
varicella outbreaks, by criteria for responding — United States, 


2003-2004 


Criteria 


Percentage 


* Jurisdictions (n = 47) that respond to varicella outbreaks if notified. States 
Arizona, Arkansas, California, Colorado, Connecticut, Delaware, Florida 
Georgia, Hawaii, Idaho, I!linois, Indiana, lowa, Kansas, Louisiana, Maine 
Maryland, Massachusetts, Michigan, Minnesota, Missouri, Montana 
Nebraska, Nevada, New Hampshire, New Jersey, New York, North 
Carolina, North Dakota, Oklahoma, Oregon, Pennsylvania, Rhode Island 
South Carolina, South Dakota, Tennessee, Texas, Vermont, Virginia, West 
Virginia, and Wisconsin. Cities and other areas: Chicago, Illinois; Houston 
Texas; New York City, New York; Philadelphia, Pennsylvania; District of 

, Columbia; and Puerto Rico 
Includes local interest; for training purposes; whether a request was re- 
ceived from particular setting, such as a school or local agency; whether 
pregnant contacts are involved; whether a death is involved; whether the 
outbreak involves rash illness; or whether breakthrough cases are involved 
Some jurisdictions respond to all outbreaks 


guidelines for management of varicella outbreaks to be 
published in a future MMWR. 

Forty-seven of the jurisdictions indicate that they respond 
to varicella outbreaks if notified, although response strategies 
vary. A standard response for all varicella outbreaks should 
include a letter from the local health department or outbreak 
setting to inform the affected population of the outbreak. In 
addition, persons without evidence of immunity® (6) should 
be vaccinated either by their primary-care physician or at a 
vaccination clinic in outbreak settings. Vaccination of suscep- 
tible populations who might have been exposed during an 
outbreak or who have been exposed to infection is important 
to prevent illness and decrease disease severity. 

In June 2005, the Advisory Committee on Immunization 
Practices (ACIP) provisionally recommended a second dose 
of varicella vaccine in outbreak settings for persons who have 
had only 1 dose of varicella vaccine and no disease history 
(provided that an appropriate interval has elapsed since the 
first dose) (6). On the basis of a 10-year follow-up prelicensure 
study of the vaccine, a 2-dose vaccination regimen has been 
determined more effective than a 1-dose regimen (7). 

In a 2006 position statement, the Council of State and 


lerritorial Epidemiologists (CSTE) supported a routine 2-dose 


Definition 


I] ? 
varicella acl ~VUUO0. pal 
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TABLE. Percentage of jurisdictions* that respond to varicella outbreaks, by strategy used — United States, 2003-2004 





Strategy 


Always 
No. (%) No. (%) No. (%) 


Sometimes Never 





Sending letters to parents during school or day-care center outbreaks 
Notifying health-care providers and affected population 
of outbreak 
Vaccinating susceptible contacts 
Excluding patients from outbreak setting 
Excluding unvaccinated contacts from outbreak setting 
Screening for varicella susceptibility (e.g., obtaining disease and 
vaccination history information) among uninfected persons 
Verifying vaccination information for patients 
Verifying vaccination information for uninfected persons 
Conducting laboratory testing to assess susceptibility among 
uninfected persons 
Conducting laboratory testing to confirm diagnosis 
Investigating outbreak 
Recording information provided by reporters 
Performing varicella case-finding activities 
Gathering age of patients 
Collecting information on clinical symptoms of patients 


(45) 19 (40) 7 (15) 


(15) 30 (64) 10 (21) 
(28) 22 (47) 12 (26) 
(66) 6 (13) 10 (21) 
(15) (28) 27 (57) 


(30) 20 (43) 13 (28) 
(40) 19 (40) 9 (19) 
(21) 18 (38) g (40) 


(0) 21 (45) ) (55) 
(9) 25 (53) (38) 


36 (77) 9 (19) (4) 
24 (51) 15 (32) (17) 
33 (70) 11 (23) (6) 
26 (55) 15 (32) 6 (13) 





* Jurisdictions (n = 47) that respond to outbreaks if notified. States: Arizona, Arkansas, California, Colorado, Connecticut, Delaware, Florida, Georgia 
Hawaii, Idaho, Illinois, Indiana, lowa, Kansas, Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota, Missouri, Montana, Nebraska, Nevada, 
New Hampshire, New Jersey, New York, North Carolina, North Dakota, Oklahoma, Oregon, Pennsylvania, Rhode Island, South Carolina, South Dakota 
Tennessee, Texas, Vermont, Virginia, West Virginia, and Wisconsin. Cities and other areas: Chicago, Illinois; Houston, Texas; New York City, New York; 


Philadelphia, Pennsylvania; District of Columbia; and Puerto Rico 


varicella vaccination policy to improve varicella control and 
outbreak prevention. In June 2006, ACIP approv ed a routine 
2-dose varicella vaccination policy for children (first dose at 
12-15 months, second dose at 4—6 years) and catch-up vacci- 
nations for children, adolescents, and adults who had previ- 
ously received only 1 dose. Establishing a routine 2-dose 
vaccination regimen might make the 2-dose outbreak response 
for susceptible populations more feasible to implement. 

In 2002, CSTE also recommended that states should estab- 
lish individual case-based varicella surveillance by 2005 (8). 
Case-based reporting should improve detection of varicella 
outbreaks, the quality of the data reported from outbreaks, 
and the evaluation of outbreak-control measures. 

lhe findings in this report are subject to at least two limita- 
tions. First, the data are taken from reports from jurisdictions 
and are subject to reporting biases such as recall bias. Second, 


varying outbreak definitions and reporting methods might 


have led to underestimation of the extent and distribution of 


varicella outbreaks. 

As national outbreak guidelines are being created, jurisdic- 
tions are encouraged to contact CDC for assistance with in- 
vestigating and responding to varicella outbreaks. Guidance 


on outbreak management and investigation also can be found 


in CDC’s Manual for the Surveillance of Vaccine-Preventable 


Diseases (9). 
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West Nile Virus Activity — 
United States, 
January 1-September 12, 2006 
[his report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET as of 3 a.m. 


Mountain Daylight Time, September 12, 2006. A total of 36 


states and the District of Columbia had reported 1,634 cases 


of human WNV illness to CDC (Figure, Table). A total of 


921 (57%) cases for which such data were available occurred 


in males; median age of patients was 51 years (range: 3 months 
95 years). Dates of illness onset ranged from January 6 to 
September 10; a total of 52 cases were fatal. 

\ rotal of 159 presumptive West Nile viremic blood donors 
PVDs) have been reported to ArboNET during 2006. Of 
these, 33 were reported from Nebraska; 25 from Texas; 12 
from California; 11 from Utah; nine from Wisconsin; eight 
each were reported from Idaho and lowa; seven each from 
Louisiana and South Dakota; six from North Dakota; five 
ich from Minnesota and Mississippi; four from Missouri; 
each from Kansas, Kentucky, and Oklahoma; two each 
om Colorado and Nevada; and one each from Arizona, Illi 

Montana, New York, Oregon, and Wyoming. Of the 
99 PVDs, one person aged 73 years subsequently had 
iroinvasive illness, and 36 persons (median age: 46 years 

18—67 years subsequently had West Nile fever. 


) 


iddition 138 dead corvids and 503 other dead birds 


AV/ATY 


W NV infection have been reported in 39 states and New 
City during 2006. WNYV infections have been reported 


rses in 27 states, in one squirrel in Kansas, and in one 


species in Wyoming. W N\ 


en reported in 495 sentinel chicken 


fied animal 
b 


nversions have 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2006* 














"As of September 12, 2006 


TABLE. Number of human cases of West Nile virus (WNV) 
illness, by state — United States, 2006* 


West Other Total 
Neuroinvasive Nile clinical/ reported 
State disease’ fever’ unspecified’ to CDC** Deaths 


4 
13 
9 








Alabama a 
Arizona 7 
Arkansas 7 
California 42 
Colorado 18 
Connecticut 5 
District of Columbia 0 
Florida 2 
Georgia 2 
Idaho 62 
Illinois 53 
Indiana 1 
lowa 12 
Kansas 13 
Louisiana 38 
Maryland 0 
Michigan 10 
Minnesota 22 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Jersey 
New Mexico 
New York 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
South Dakota 
Texas 

Utah 

West Virginia 
Wisconsin 


o-Ocoeocdnacono 


ons-0o0oPont 


—_ i" 
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Ww 
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ai anh 


Onaoaawa— — 


Ww 
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AOOWD==OMNOHACOOHH=0CNWWOTDOWO OA WHAOCOH]-NO0O0 


Wyoming 4 
Total 630 952 1,634 


* As of September 12, 2006 

' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 

> Cases with no evidence of neuroinvasion 

1! |linesses for which sufficient clinical information was not provided 

** Total number of human cases of WNV illness reported to ArboNET by 
state and local health departments 


o 
Ls) 





flocks in 10 states (Arizona, Arkansas, California, Florida, lowa, 
North Carolina, North Dakota, Pennsylvania, Utah, and 
Virginia). Five seropositive sentinel horses were reported in 
Montana. A total of 7,492 WNV-positive mosquito pools have 
been reported from 36 states, the District of Columbia, and 
New York City. 

Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 
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Notice to Readers 





Epidemiology in Action Course — 
October 23-November 3, 2006 


lhe Rollins School of Public Health's Hubert Department 
of Global Health and CDC’s Office of Workforce and Career 
Development will cosponsor a course, Epidemiology in Action, 
October 23—November 3, 2006, at the Emory University cam- 
pus in Atlanta, Georgia. The course is designed for state and 
local public health workers. 

Che course emphasizes the practical application of epide- 
miology to public health problems and will consist of lec- 
tures, workshops, classroom exercises (including actual 
epidemiologic problems), and roundtable discussions. Topics 
include descriptive epidemiology and biostatistics, analytic 
epidemiology, epidemic investigations, public health surveil- 
lance, surveys and sampling, Epi Info (Windows version) train- 
ing, and discussions of selected prevalent diseases. Tuition is 
charged. 

\dditional information and applications are available from 
Emory University, Hubert Department of Global Health 
(attention: Pia), 1518 Clifton Road NE, Room 746, Atlanta, 
GA 30322; by telephone, 404-727-3485; fax, 404-727-4590; 
online at http://www.sph.emory.edu/epicourses; or by e-mail, 


pvaleri@sph.emory.edu. 


Notice to Readers 


Preventive Medicine Residency 
Application Deadline — October 11, 2006 
Che Preventive Medicine Residency (PMR) is accepting 
applications from physicians with public health and applied 
epidemiologic practice experience who seek to become pre- 
ventive medicine/population health specialists and public 
health leaders. The PMR prepares physicians for leadership 


roles in public health at federal, state, and local levels through 


instruction and supervised practical experiences focused on 


translating epidemiology to public health practice, manage- 


ment, and policy and program development. Residents spend 
the practicum year at CDC or in a state or local health 
department. 

PMR alumni occupy many leadership positions at CDC, at 
state and local health departments, and in academia and 
private-sector agencies. Completion of the PMR, which is 
accredited by the Accreditation Council for Graduate Medi- 
cal Education for 12 months of practicum training, qualifies 
graduates to apply for certification by the American Board of 
Preventive Medicine in Public Health and General Preventive 
Medicine. 

\pplications are being accepted for the class that begins in 
mid-June 2007. Application materials must be postmarked 
by October 11, 2006. Additional information regarding the 
residency, eligibility criteria, and application process is avail- 
able at http://www.cdc.gov/epo/dapht/pmr/pmr.htm or by 
telephone, 404-498-6140. 


Errata: Vol. 55, No. RR-11 


In the MMWR Recommendations and Reports, “Sexually 
Transmitted Diseases Treatment Guidelines, 2006,” the 
following errors occurred: 

On page 42, in the section “Chlamydial Infections Among 
Children” under “Diagnostic Considerations,” the second rec- 
ommended regimen should read: Recommended Regimen for 
Children Who Weigh >45 kg but Who Are Aged <8 Years. 

On page 48, in the section “Gonococcal Infections Among 
Children” under “Diagnostic Considerations,” the first rec- 
ommended regimen should read: Recommended Regimens 
for Children Who Weigh >45 kg. 

On page 59, under “Recommended Regimen A,” the daily 
dosage for Ofloxacin was incorrect. It should read: Ofloxacin 
{00 mg orally twice daily for 14 days”. 











September 15, 2006 














QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Parents* Who Were Married or Cohabiting! at Birth 
of First Child, by Race/Ethnicity and Sex — United States, 2002 Survey 


100 
£3 
90 4 ® Married | 
B Cohabiting | 

O Neither 
| 

| 

| 





Percentage 








Female Maie Female 


Black, non-Hispanic White, non-Hispanic 


Sex and race 


* Based on independent samples of males and females aged 15-44 years 
' Living together 
Might be of any race 
According to 2002 survey data, among non-Hispanic whites, the birth of the first child occurred 
during marriage for 77% of males and 74% of females. Among Hispanics, the birth of the first child 
occurred during marriage for 52% of males and 54% of females, and, among non-Hispanic blacks, 
it occurred during marriage for 37% of males and 23% of females. 


SOURCE: Martinez GM, Chandra A, Abma JC, Jones J, Mosher WD. Fertility, contraception, and 
fatherhood: data on men and women from cycle 6 (2002) of the National Survey of Family Growth. 
Vital Health Stat 2006;23(26). Available at http://www.cdc.gov/nchs/nsfg.htm. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending September 9, 2006 (36th Week)* 





5-year 
Current Cum weekly Otal cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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f HIV/AIDS Prevention, Nat | Center for HIV/AIDS, Viral Heps 
r Data for HIV/AIDS are available in Table IV quarterly 
National Center for Immunization and Respiratory Diseases (prc 
f the 2005 | n (October 2, 2005 [week 40)) 
yUuS and one was imported from another country. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 


(36th Week)* 





Chlamydia‘ 


Coccidioidomycosis 


Cryptosporidiosis 





Previous 
52 weeks 
Med 


Current 


Reporting area week 


Cum 
2006 


Previous 
52 weeks 
Med Max 


Cum 
2006 


Current 
week 


Cum 


Cum 
2005 
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52 weeks 
Med Max 


Current 
week 
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E.N. Central 
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E.S. Central 


W.S. Central 


Mountain 
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2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 
(36th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Max 2006 2005 week Max 2006 2005 








United States 224 317 1,029 10,429 12,441 3,36 6 14.136 221,092 225,307 17 


142 
New England 25 : 848 1,119 288 738 4,119 
Connecticut ’ 37 184 242 8 40 241 444 1 9 
Maine 06 144 2 6 86 ¢ ) 4 
Massachusetts y 57 501 é 86 1,691 59 7 
New Hampshire 27 43 4 d 9 140 

Rhode Island 5 0 26 70 B . 19 331 

Vermont’ : 4 10 119 


19 


Mid. Atlantic ) < - 805 2,228 
New Jersey 17 DE 301 
New York (Upstate) 30 Dé 22 74 746 
New York City 0 32 33 602 
Pennsylvania 14 ZI 91 57 


E.N. Central 
Ilinois 
indiana 
Michigan 
Ohio 
Wisconsin 
W.N. Central 
iowa 

Kansas 


Minnesota 


S. Atlantic 
Delaware 


District 


Maryle 

North 

Soutt 
Virginia 
West Virginia 
E.S. Central 
Alabarr 
Kentucky 
Mississipg¢ 


Tennessee 


W.S. Central 
Arkansas 





ana isiands 
rep cases N: Not notifiable Sum: Cumulative ye date count: Med: Median Max: Maximum 


nce data for reporting 2005 and 2006 are provisional 
ntains data reported through the National Electronic Disease Surveillance System 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 
(36th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 


Current 52 weeks Cum Cum Current _ 52 weeks _ Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max week Med Max 2006 
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mwealth of Northern Mariana Islands 


No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maxim 
e data for reporting years 2005 and 2006 are provisional 


jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 


(36th Week)* 





Lyme disease 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 


Reporting area 2006 


Malaria 





Current 


week 


Previous 
52 weeks 
Med Max 





United States 132 2 


> 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 


(36th Week)* 





Reporting area 


Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 


52 weeks Cum 


Med Max 2006 


Current 
week 


Previous 
52 weeks Cum 
Med Max 





Previous 


52 weeks Cum 


Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 
(36th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week 2006 2005 week Med Max 2006 2005 
United States 79 111 166 02 4,30 22 6 246 1,268 1,149 688 809 2,291 25,422 28,397 
New England : 12 25 465 52€ ( 2 2 5 15 34 324 1,409 1,576 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 
(36th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigeliosis Streptococcal disease, invasive, group A 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med 


United States 81 55 29 5 1.92¢ 163 207 
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week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 
(36th Week)* 





Streptococcus pneumoniae, invasive disease 


Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
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C.N.M.| 


U: Unavailable No reported cases 


Commonwealth of Northern Mariana Islands 
N: Not notifiable 
* Incidence data for reporting years 2005 and 2006 are provisional 


Cum: Cumulative year-to-date counts 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 9, 2006, and September 10, 2005 


(36th Week)* 
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Commonwealth of Northern Mariana Islands 
J: Unavailable No reported cases N: Not notifiable 
Jence data for reporting years 2005 and 2006 are provisional 


Cum: Cumulative year-to-date counts 


Med: Median Max: Maximum 


ated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) (ArboNET 
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TABLE Ill. Deaths in 122 U.S. cities,* week ending September 9, 2006 (36th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals September 9, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
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Ratio (Log scale)* 
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